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1 |  CASE DESCRIPTION
A 59- year- old man presented with eight- week history 
of nausea, abdominal pain, and 20- lbs weight loss. Two 
years prior to the current presentation, the patient was 
 diagnosed with a stage T1A nonsmall cell lung cancer of 
the right upper lobe (large cell carcinoma) and his initial 
staging Positron Emission Tomography and Computed 
Tomography (PET- CT) was negative except for the above- 
mentioned lesion. The patient refused surgery at the time 
and completed Stereotactic Body Radiation Therapy 
(SBRT). His serial six- month interval surveillance imag-
ing has been negative.
With his prior history of cancer and the current presenta-
tion, a total body PET- CT was ordered. This showed thick-
ening of the wall of the gastric fundus, a mass in the tail of 
the pancreas (both with increased radiotracer uptake), and a 
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Key Clinical Message
The finding of gastric metachronous metastasis, several years after the diagnosis of 
primary lung large cell carcinoma is rare and incidental. Even more extremely rare is 
the finding of a synchronous primary pancreas cancer. EUS- FNA with immunohis-
tochemistry is useful for diagnosing metastatic lesions and differentiating those from 
synchronous primary lesions.
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F I G U R E  1  PET- CT image showing thickening of the wall of the 
gastric fundus, a mass in the tail of the pancreas (both with increased 
radiotracer uptake), and a 1.1- cm filling defect within the splenic vein
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1.1- cm filling defect within the splenic vein consistent with 
thrombus (Figure 1). Upper endoscopy showed a 5- cm infil-
trative and ulcerated mass with heaped- up margins and ne-
crotic center located in the gastric fundus (Figure 2). Gastric 
biopsies showed poorly differentiated carcinoma (positive 
TTF1 and cytokeratin AE1- 3, negative CDX- 2) (Figure 3), 
suggestive of metachronous metastasis from a lung primary. 
Endoscopic ultrasound (EUS) was performed and showed a 
26 mm × 23 mm hypoechoic round mass in the tail of the 
pancreas with local vascular involvement and splenic vein 
thrombus (Figure 4). EUS- guided fine needle aspiration 
(FNA) and fine needle biopsy (FNB) of the mass was per-
formed through the gastric lumen (away from the gastric 
tumor to avoid tumor contamination or seeding by the needle 
tract). This confirmed neuroendocrine carcinoma (positive 
synaptophysin and chromogranin, positive Ki- 67 and CDX- 
2, negative TTF1) (Figure 3). Findings were suggestive of 
synchronous primary pancreatic neuroendocrine carcinoma. 
Treatment options were discussed with the patient and his 
family. Patient opted for palliative care and received symp-
tomatic treatment.
Metastasis of primary lung tumor to the stomach is 
infrequent and sporadic.1 The pathogenesis is thought 
to be related to the tumor cell spread via the hematoge-
nous and lymphatic routes, but there is no specific data 
demonstrating a particular tropism for a segment of the 
gastrointestinal (GI) tract.1 Only 21 sporadic cases have 
been reported in the English literature and involved dif-
ferent malignant cell types: squamous cell carcinoma (10 
cases), adenocarcinoma (6 cases), small cell carcinoma (2 
cases), pleomorphic (2 cases), and large cell carcinoma (1 
case).2 Symptomatic cases presented with epigastric pain, 
chronic anemia, signs of GI bleed (hematemesis, melena), 
and gastric perforations (in two cases). The definite role of 
F I G U R E  2  Endoscopy image showing a 5- cm infiltrative and 
ulcerated mass with heaped- up margins and necrotic center in the 
gastric fundus
F I G U R E  3  Fine needle aspirate 
(FNA) of the tail of pancreas mass exhibits 
loosely cohesive groups of cells with high 
nuclear/cytoplasmic ratios and nuclear 
molding (Diff Quik, x40). Gastric biopsy 
exhibits sheets of closely packed cells 
with vesicular nuclei and scant to absent 
cytoplasm (H&E, x20)
F I G U R E  4  EUS image showing a 26 mm × 23 mm hypoechoic 
round mass in the tail of the pancreas with local vascular involvement 
and splenic vein thrombus
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PET- CT in the diagnosis of GI metastasis from lung can-
cer is still controversial because of the few cases and lack 
of enough clinical data.1 EUS- FNA in combination with 
immunohistochemistry is useful for diagnosing metastatic 
lesions and differentiating those from synchronous primary 
lesions.3,4
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